Introduction
Current psychiatric and psychosomatic textbooks emphasize the advisability of a 'total approach' to patients. A holistic concept now prevails in contrast to the bodymind dichotomy, and it is widely recognized that health and sickness can best be perceived within a multifactorial field in which genetic, environmental, social, economic and physical determinants are taken into consideration, with proportionate importance pertinent to each case. However, the discrepancy between theory and practice is remarkable.
Some psychiatrists recognize that the average psychiatric patient is likely to be in. poor physical health, but others disregard this factor (2, 5) . Those involved in inter-de~ar~mental hospital services find that psychiatric consultations are frequently requested because of personal intolerance on the part of the staff rather than because of the patient's behavioural disorder. An unpleasant, aggressive patient is more often referred for psychiatric consultation than is a pleasant patient who is depressed or one who is quietly schizophrenic. Parallel with this trend is a certain eagerness to either explore or overlook physical diagnoses. Psychiatrists are hesitant to admit that appreciation of the patient's physical condition is often omitted and thought of as 'someone else's concern' when doing an otherwise careful appraisal.
The patient intake routine in the Psychiatric Outpatient Department here includes a careful physical examination and with the co-operation of the hospital laboratory and consultation services a thorough study is Vol. 17 (1972) done. This intake routine represents a responsible attitude towards the patient and it is likely that hospitals and services performing similar procedures will be able to confirm these findings.
It is necessary to describe briefly the organization of this service which represents the psychiatric inpatient and outpatient departments of a medium-sized general hospital. Because the hospital is located at a transportational nodal point the patients come from all parts of the city, which has a population of two and a half million. Many welfare patients are referred to the service from socially deprived areas nearby; while collaboration with various social agencies, high schools and universities provides other segments of the population. Economic, religious and ethnic groups encompassing all age ranges are represented, with the lower educational and economic classes somewhat outweighing the other groups.
Emergency and urgent cases are seen and treated without delay, elective cases wait their turn -approximately four weeksfor appointments in the intake clinic through which all patients have to pass: Considerable emphasis is put on adequate and uniform recording of data as well as obtaining reports from all possible sources concerning the previous medical and psychiatric contacts of patients.
The intake evaluation consists of examinations by a team composed of a psychiatrist, resident, psychologist, social service worker, psychiatric nurse and secretary. Each patient rotates through and routinely undergoes a psychiatric history-taking, an interview, a battery of psychological tests designed for screening purposes, self-administered tests, a social service evaluation and a complete physical examination with basic laboratory blood and urine tests. The blood tests include: Hgb, WBC, VDRL, random blood sugar, urea nitrogen, alcaline phosphatase and SGPT. All cases are then presented to an intake conference where a comprehensive understanding of the case is developed by the team and further tests and consultations are arranged if required (EEG, EKG, X-Rays and so on.). This ensures . a reliable baseline from which to choose the best possible treatment for the patient and it also facilitates the compilation of dependable records for research.
The value of the physical examination from both a physical and psychiatric viewpoint became quite evident in the course of experience over several years. The patient's appearance, hygiene, sometimes unusual scars, deformities or tatoos and also his behaviour, responses and degree of co-operation were all contributory to the proper understanding of both his physical and psychiatric conditions. This paper deals mainly with the findings on the physical health of patients, and it is important to note that the overwhelming majority of patients reacted to the examinations with very positive feelings about being well-examined and cared for, and in many cases the subsequent psychotherapeutic work was thus greatly facilitated. Over a three-year period, with a yearly rate of three hundred to three hundred and fifty intakes, only two patients refused to cooperate with this routine.
Data
The preliminary data are on one hundred consecutive patients, ranging in age from 14 to 83. Seventy-three were females and twenty-seven males. The mean age for the total group was 34.1 years, and the male sample was younger than the female.
Of the one hundred patients, forty-nine suffered from some physical illness, but only fifteen arrived in this service with an adequate physical diagnosis. A further ten with one known physical illness at referral were found to be suffering from additional, undiagnosed, physical disease. In twentyfour patients, physical illness which was first discovered by examination here had been previously unsuspected. Thus, in thirtyfour of the forty-nine patients a physical illness, until then undiagnosed, was identified at the intake clinic.
Only those conditions with severe enough pathology to produce considerable dysfunctioning and symptomatology were called 'illness' in the above mentioned context. Many of the fifty-one patients who were found to be 'physically healthy' showed clinically non-significant conditions, such as one case of functional cardiac murmur, two of mild microcytic anemias, five minor EEG changes, two instances of mild vaginitis, two dysmenorrheas, two patients with mild localized dermatitis, one with bouts of mild hypoglycemia and two cases of moderately severe hay-fever (acute phase), but the pathology here was minimal and they were therefore categorized as physically 'healthy'. Table III shows the psychiatric diagnoses (ICD-8 classification).
The Physically Healthy Group
In this group (n=51) the main psychiatric diagnoses were: personality disorderthirty-four cases and the group of schizophrenias -thirteen cases. There were fourteen cases of suicidal gestures and attempts and six were considered to be alcoholics.
Severity of Psychiatric Conditions.
The ratio of 'neurotic: borderline: psychotic' was 30: 8: 13. Mean age: male was 26.7, female was 27.6 years. There were no psychotic depressions.
In the physically ill (n=49) the main psychiatric diagnoses were: schizophrenia -none (which is a coincidence as many physical illnesses have been found among schizophrenic patients); personality disorders -twenty-nine; manic-depressive psychosis (circular) -two patients; psychotic and involutional depressions -five; acute and chronic organic brain syndromes -eleven (including one previously undiagnosed neurosyphilis); suicidal attempts and gestures -ten; alcoholics -eight. The ratio of 'neurotic: borderline; psychotic' was 28: 11: 10. Mean age: Male 38.3 years, Female -forty-two years. This group contained older patients than the physically healthy group.
The intensity of anxiety was slightly higher in the 'healthy group', whereas the physically sick showed more depression, particularly of the severe type. The measured intelligence was higher in the physically healthy and the group also showed a higher educational level. Data referring to intelligence and to education reflected the fact that the younger patients tended to have both higher education, higher level of intelligence as well as less physical illnesses, whereas the eleven physically sick patients showed frequent organic impairment of the brain. The occurrence of suicidal attempts and gestures and of alcoholism was higher in the physically sick psychiatric patients, who were also more economically deprived. The forty-nine patients with physical illnesses shared a total of seventy-two physical diagnoses among them; thirty of these were known at the time of referral and another forty-two diagnoses were established at the intake examination -see Tables I and II .
Methodology
Physical illnesses were classified into three categories:
Causative Illnesses
These were those established physical conditions which were the 'cause' or 'major cause' of a patient's behavioural or mood disorder.
Aggravating Illnesses
These were those where the physical condition significantly contributed to the patient's psychiatric illness as a clinically appreciable stress factor.
Co-existing Illnesses
These are the physical illnesses which had no or minimal influence on the patient's psychiatric diagnosis.
These categories are a clinical rather than a pathological classification. The same physical diagnosis (for example, hypertension) may be 'co-existing' in one case and 'aggravating' in another -see Tables III and  IV. In ten patients, twelve 'causative' physical diagnoses were found which were regarded as the major cause of their psychiatric illness. Of these twelve diagnoses only four were known at the time of the referral, while eight were discovered at the intake examination. Nine out of the twelve 'causative' diagnoses were connected with organic illnesses of the brain, two were cardiovascular and one hematological in nature. Cerebrovascular atherosclerosis was a frequent condition, sometimes resulting in Parkinson's disease or combined with myocardial vascular lesions. There was one patient with hypertensive encephalopathy, two cases of temporal lobe epilepsy were treated with anticonvulsants and one patient with neurosyphilis responded well to penicillin. The two patients with cardiovascular conditions (the 'causative' illness group) were both in borderline cardiac de-compensation and this produced their psychiatric symptomatology. The sole treatment here consisted of appropriate cardiac therapy. A patient with marked severe iron deficiency anemia, which produced 'neurasthenic' symptoms with weakness and syncopy, recovered with iron therapy. In twenty-three patients, thirty-five diagnoses fell into the category of 'aggravating' illnesses. More than half of them, (seventeen diagnoses in fourteen patients) were first discovered by examinations here. There were twenty-five 'co-existing' physical conditions in twenty-three patients. The most frequently overlooked condition was hypertension, with or without cerebrovascular or cardiovascular complications. 
Referral Sources
Four referral sources were identified: 1) medical services (which included private physicians, medical clinics and hospital emergency clinics); 2) other psychiatric clinics; 3) social agencies; 4 ) self-referrals (Table II) . The medical services referred seventeen patients who were 'physically healthy' and twenty-eight who were 'physically ill'. It is notable that the 'physically healthy' group used hospital emergency departments more heavily than did the 'physically ill' group. Other psychiatric services referred six patients in the 'physically ill' category as well as four patients who were 'physically healthy'. Social agencies referred eight patients to each category. 'Self-referrals' were more frequent in the 'physically healthy' group (twenty-two cases versus seven in the 'physically ill' group); the healthy group being significantly younger and better educated recognized and accepted psychiatric treatment and referral more readily.
In rating the effectiveness of referral sources in discovering undiagnosed physical illnesses at the time of referral to psychiatry it was seen that the medical services found physical illness in 70 per cent of those cases later found to be physically ill -other psychiatric services found physical illness in 50 per cent of the cases, 14 per cent in self-referrals and 12.5 in per cent of the cases from social agencies. The important conclusions drawn from this are: 1) That medical services discovered only two out of three existing physical illnesses, whereas psychiatrists detected physical illnesses in only half of other physically ill patients.
2) There was no significant difference between cases handled by social agencies and those which were self-referred in terms of discovering physical illnesses -both their rates being low.
Physical illness was identified less frequently in females -only 27.7 per cent of whom were adequately diagnosed prior to referral, while 38 per cent of the 'sick' male patients were referred to psychiatry with a complete physical diagnosis. In trying to relate the cases of missed physical diagnoses to the psychiatric conditions no significant difference was found, although there was a slight trend showing that physical illnesses were missed more frequently in female patients who were inadequate, immature and had passive-aggressive personality disorders.
In the 'physically ill' patient population the significantly effective treatment influencing the patients' psychiatric disorders proved to be: digitalis in five cases, penicillin in one, iron and or vitamin B12 in three cases. Several patients were treated with anticonvulsant medication. Surgery was performed in one case for a cutaneous malignancy. In many of these patients no other treatment and no psychotherapy was necessary to clear up the patients presenting psychiatric disorder. Thus, the axiomatic conclusion that rational treatment in psychiatric disorders ranges from penicillin or digitalis to psychoanalysis and/ or any necessary combination is self-evident.
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Discussion
The evidence from this preliminary sample of one hundred patients suggest that the discovery of existing but undiagnosed physical illness is, to some degree, a chance occurrence. Looking beyond this to the total sample of one thousand patients (not yet adequately analysed) a large number of physical illnesses in the 'causative', 'aggravating' and 'co-existing' relationship to the psychiatric condition were diagnosed as ranging from brain tumor to thyroid disorder.
The patient in whom physical illness was frequently overlooked was typically a middle-aged, not very bright, poorly educated female suffering from a depressive disorder and with an inadequate or passive-aggressive personality. In many people physical symptoms were masked (1, 5) or secondarily elaborated into the patient's psychotic delusions. Such was the case of a woman with paranoid schizophrenia who said, "I want to wash and clean myself from the inside by drinking lots of water." The accurate diagnosis of paranoid schizophrenia did not exclude a co-existing blood sugar of 240 mg. per cent.
The above data should not be interpreted as meaning that the value of physical examination was 'newly' discovered or that the principle of causative treatment in medicine has been 'rediscovered'. Frequently overlooked areas for which medical and psychiatric practitioners share equal responsibilities are now being highlighted. Every textbook of medicine speaks of 'emotional', 'psychological' or 'behavioural' disturbances in describing physical nosology. Sometimes such symptoms are transient in nature while on other occasions they become the prime symptoms, especially in the mind of the patient (4) . In other cases underlying emotional-behavioural problems become temporarily or permanently. evident. Some of the cardiac patients showing anxiety, depression, panic or discomfort did not require psychiatric care but only appropriate cardiac medication. Others were treated both medically and psychiatrically. Some of these patients primarily experienced emo-tional discomfort despite the underlying physical illness, and they consulted psychiatric or parapsychiatric services. The patients cannot be held responsible for referring themselves to the 'wrong' agency. Some anemic patients, experiencing lassitude, weakness and 'neurasthenic' symptoms were threatened by their increasing difficulty in working and the resulting economic problem, and they therefore sought social service assistance first.
An elderly couple with progressive deterioration in their marital life and with quarrelsome, unreasonable behaviour on the part of the husband had received marital counselling by parapsychiatric services for two years, and finally it was found that penicillin was needed for the husband's undiagnosed and unsuspected neurosyphillis and that a coincidental skin malignancy required surgery. Some patients with poor verbal facilities had received sufficient physical exploration and were referred to psychiatry by general practitioners, others showed annoying circumstanciality due to organic brain syndromes. Many of these patients had immature or passive-aggressive personalities, were chronic naggers, forever disatisfied with the service or with the medication they received. Such features and difficult behaviour did not give them immunity from physical illness. A person coming to the Emergency Clinic too often becomes the victim of the time of his seeking help (a busy or slack period), of his personality, mannerisms and choice of words, sequences of presentation or description of his complaints. Many patients thus mislead medical practitioners by masking physical illness under emotional, behavioural or family problems and this results in a hasty referral to psychiatry. The unintentional ability of many medical practitioners to convince the psychiatrist that all the needed physical investigation has already been done and thus seduce him into further disguising or masking overlooked physical pathology was quite remarkable.
The staff of parapsychiatric services often forget or do not accurately report the presenting symptoms of the patient, writing
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CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 17, SS-II instead of a rich mine of psychodynamic delight. The patient's original presenting symptoms often remain buried under the voluminous economic, family or psychodynamic material which then becomes the object of treatment, while unsuspected physical illness continues untreated. The responsibility to supervise allied health professional and parapsychiatric personnel in respect to hidden or masked physical illnesses will have to remain with medical and psychiatric.jpractitioners. Those psychiatric or parapsychiatric services primarily concerned with 'community' or 'family' psychiatry are most liable to overlook physical illnesses.
In the pursuit of understanding some mental mechanisms the psychoanalytic framework of reference gained prominence among psychiatrists. Despite its many benefits for some, one unfortunate by-product was alienation from the mainstream of medicine and sometimes to the point of not owning a stethoscope, since to own one was, if not a heresy, then a sign of below-par sophistication in the belief that 'it' would clash with the 'transference' (3). Nonpsychiatric medical practitioners often found it increasingly difficult to communicate with psychiatrists whose style was completely foreign to them. This did not help their biases and their reluctance to deal with the emotionally disturbed. Only since the emergence of psychopharmacology is there a renewed mutual interest and renewed biological thinking. It is to be hoped that this trend will grow and will re-establish the 'psychiatrist's image as a physician' with his colleagues and patients. The alertness of psychiatrists towards physical illnesses will, in turn, teach their medical colleagues to be more watchful when a patient presents his symptoms in a manner which could be judged to be 'emotional' or 'psychological'. Such reorientation by the psychiatrist need not sacrifice either his psychotherapeutic skill or his psychodynamic insight. Summary The physical assessment by psychiatric teams of one hundred consecutive patients in the adult psychiatric outpatient department revealed: 1) That half these patients were suffering from some kind of significant physical illness. 2) That two-thirds of the physically ill were not sufficiently diagnosed and that half were not diagnosed at all before referral to psychiatry. 3) That the efficiency in diagnosing physical illnesses was poor among both general and psychiatric practitioners. 4) That the medical supervision of patients with organic illnesses treated for psychiatric disturbance by allied health professionals and parapsychiatric personnel was insufficient. 5) That in many instances the unsuspected physical illness was the exclusive cause of the patient's emotional condition. 6) That psychiatric referral is frequently a chance occurrence -those who were physically ill were often characterized in this sample by less education and lower intelligence, were older, predominantly female and had inadequate personalities or passive-aggressive personality disorders. 7) That physical illnesses were often masked by the patient's manner of presenting his complaints and further 'involuntarily' disguised by the referring source.
